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INTRODUCTION:  Myolipoma  of soft  tissue  is  an  extremely  rare  benign  lipomatous  lesion.  The  lesions  are
most  commonly  located  in  the abdominal  cavity,  retroperitoneum,  and inguinal  areas.  Despite  their  large
size,  myolipomas  are cured  by  surgical  resection.
PRESENTATION OF  CASE:  We  present  the  case  of a 79  year-old  man  who  presented  with  bilateral  reducible
inguinal  hernias  (right  larger  than  left).  After  reducing  the  right  inguinal  hernia  (RIH),  the  sensation  of
a  palpable  mass  was noted  in  the right  iliac  fossa.  CT scan suggested  the content  of the  right  inguinal
hernia  (RIH)  to  be small  bowel  mesentery  and  no  other  mass  was  noted  in  the  right iliac  fossa  (possibly
missed  on  CT scan).
DISCUSSION: A  very  large  1.8 kg retroperitoneal  lipomatous  lesion,  measuring  22  cm  × 16  cm ×  8  cm,
attached  to the  right  spermatic  cord  was  found  and  excised  laparoscopically  during  a  trans-abdominal
pre-peritoneal  (TAPP)  approach  to  repair  the  hernias.  The lesion  was  pathologically  deﬁned  as a
myolipoma.
CONCLUSION:  The  laparoscopic  TAPP  approach  to  repair  inguinal  hernias  allows  the  surgeon  to  inspect
the  peritoneal  cavity,  and  in  this  case  it was possible  to  safely  dissect  and  remove  a  large,  lipomatous,
retroperitoneal  lesion  laparoscopically.  To  the  best  of our knowledge,  there  are no reports  of  local  recur-
rence,  metastatic  disease,  or malignant  transformation  of  myolipomas,  and  the  laparoscopic  approach  to
resect  such  a lesion  has  not  been  reported.
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. Introduction
The most common benign tumor of the spermatic cord found
uring inguinal hernia repair in men  is a lipoma.1 However,
yolipoma of soft tissue is an extremely rare benign lipoma-
ous lesion, which was originally described in 1991 by Meis and
nzinger.2 Myolipomas affect adults most frequently in the 5th
nd 6th decades of life with a female predilection (2:1 ratio).2–4
he lesions are most commonly located in the abdominal cavity,
etroperitoneum, and inguinal areas.2–4 Less frequently, myolipo-
as may  be found at sites such as the orbit, eyelid, breast,
ericardium, anus and even the extremities.5–9
We  present a case of a large retroperitoneal myolipoma involv-
ng the spermatic cord, which was resected using a laparoscopic
pproach. To our knowledge, laparoscopic resection of a large
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retroperitoneal myolipoma involving the spermatic cord during
laparoscopic inguinal hernia repair has not been reported.
2.  Presentation of case
A  79-year old gentleman presented to us complaining of
worsening constipation. His medical history did not reveal any
co-morbid conditions and he had no previous history of smoking
or urinary problems. On physical examination, partially reducible
bilateral inguino-scrotal hernias (right larger than left) were noted,
which were present for more than 20 years. After reducing the her-
nias a mass was noted in the right lower quadrant of the abdomen.
A barium enema failed to outline the entire large intestine, with
the dye stopping at the sigmoid colon, which was contained within
the left inguinal hernia (LIH). CT scan of the abdomen and pelvis
showed large bilateral inguinal hernia sacs with bowel contents in
the left sac and possible mesenteric fat in the right sac (Fig. 1). No
gross colonic masses were detected on the CT scan.
Bilateral laparoscopic TAPP repair of the hernias was  performed
using a lightweight polyester mesh. Pneumoperitoneum was cre-
ated by way  of a 12 mm visiport access in the left supraumbilical
Open access under CC BY-NC-SA license.region. This port was  used for the laparoscope, with two 5 mm
working ports at the left ﬂank area and another at the right ﬂank. All
working ports were placed under direct vision using the principle
of triangulation in relation to the areas of concern.
s Ltd. Open access under CC BY-NC-SA license.
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Fig. 3. Photograph of lipomatous mass (gross specimen).ig. 1. Transverse sections of CT scan showing bilateral inguinal hernias (right larger
han left). Myolipoma on the right side (arrow), which was mistaken for small bowel
esentery.
On inspection of the pelvic area, the LIH was  found to be
liding in nature involving the sigmoid colon. There was a large
etroperitoneal mass noted on the right side, which was entering
he deep ring of the right inguinal hernia (RIH) oriﬁce (Fig. 2a and
). The RIH was approached ﬁrst, developing the retroperitoneal
lain using hydro-dissection followed by a mixture of blunt and
harp dissection with scissors and the Harmonic scalpel (Ethicon
nc.). A large lipomatous mass was dissected off the overlying
eritoneum and spermatic cord structures. The mass measured
2 cm × 16 cm × 8 cm and weighed 1.8 kg (Fig. 3). The LIH sac was
issected in a similar fashion as the right side and both areas were
overed with a lightweight polyester mesh, which was then cov-
red with the previously dissected peritoneum. The right port site
as then extended to 4 cm and the abdominal cavity was opened
ig. 2. (a) Photograph showing a laparoscopic view of the sigmoid colon entering
he LIH oriﬁce and the retroperitoneal mass entering the RIH oriﬁce. (b) Photograph
howing a laparoscopic view of the myolipoma being resected from the deep ring
f  the RIH oriﬁce.Fig. 4. Microscopic photograph (magniﬁcation power ×4) of the myolipoma, show-
ing an admixture of mature adipose tissue and sheets of well-differentiated smooth
muscle cells (stained with hematoxylin and eosin).
in layers by way of a muscle spreading technique. The lipoma-
tous specimen was  delivered through this opening, which was  then
closed in layers.
The cut surface of the specimen reveals a glistening yellow-
white ﬁbrous tissue and the microscopic evaluation notes
an admixture of mature adipose tissue and sheets of well-
differentiated smooth muscle cells (Fig. 4). The smooth muscle
component is regular and interspersed between the adipose tissue,
imparting a sieve-like appearance. The specimen shows no evi-
dence of cellular atypia, with an overall histological picture typical
of a myolipoma.
3. Discussion
Mesenchymal neoplasms of lipogenic differentiation are the
most common soft-tissue neoplasms in adults.10 In recent years
a number of “new” entities and variants have been described.11
Their recognition is important to avoid diagnostic pitfalls and
inappropriate therapy.10 Chondroid lipoma, myolipoma, and
purely cutaneous spindle-cell/pleomorphic lipoma are biologically
benign neoplasm’s, which may  mimic  sarcomas morphologically.10
Although retroperitoneal lipomas can contain subtle malignant
foci, malignant transformation changes are exceedingly rare.12
Myolipoma of soft tissue, also called lipoleiomyoma, is
extremely rare, benign, and was  originally described as a distinct
entity in 1991 by Meis and Enzinger.2 Large retroperitoneal lipo-
mas  of the spermatic cord or retroperitoneal fat may  appear similar
to a myolipoma on gross examination.13 Therefore, these tumors
can only be deﬁned by histopathology. Sonobe et al. were ﬁrst
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o report a case of myolipoma associated with the contents of
he inguinal canal, in that case the tumor was arising from the
ound ligament.14 The lesions are most commonly located in the
bdominal cavity, retroperitoneum and inguinal areas.2–4 There
re also reports of myolipoma found at less common sites such
s the orbit, the eyelid, the breast, the pericardium, the anus and
he ankle.5–9 Clinically, patients present with a soft-tissue mass or
ess commonly the lesions are incidentally discovered. The major-
ty of lesions are large at initial presentation, ranging from 10 to
5 cm in size with a median size of 17 cm.2–4 Our patient presented
ith a large reducible RIH, which was found to be associated with a
etroperitoneal lipomatous mass measuring 22 cm × 16 cm × 8 cm
uring laparoscopic TAPP repair.
There is only scant literature describing the radiologic appear-
nce of myolipoma.4 The intrinsic features at sonography, CT,
nd MR  imaging reﬂect the intermixed pathologic characteris-
ics, with both prominent mature lipomatous components and
oorly deﬁned nonadipose areas representing smooth muscle. The
onlipomatous component reveals nonspeciﬁc solid intrinsic fea-
ures with soft-tissue attenuation on CT scans and intermediate
ignal intensity on T1-weighted MR  images and intermediate to
igh signal intensity on T2-weighted images. Coarse calciﬁcation
as been reported in large lesions. These features suggest a well-
ifferentiated liposarcoma, and the imaging appearance does not
llow distinction between these lesions.11 In our patient the CT
nding was mistaken for small bowel mesentery.
The gross pathology of the tumor was that of a partially encap-
ulated lesion with a yellow to white appearance, as it is described
n the literature.11 Microscopic analysis demonstrates a variable
dmixture of smooth muscle and mature adult adipose tissue.
lthough the smooth muscle component often predominates, with
 typical ratio of 2:1 (muscle to fat),15 the specimen from this case
as predominantly adipose tissue. Likewise, the smooth muscle
omponent is usually regularly interspersed with the adipose tis-
ue, creating a “sievelike” appearance.15 The myolipoma is different
rom the regular lipoma as the latter is devoid of a smooth muscle
omponent.13
During the last 2 decades, the surgical management of inguinal
ernias has seen 2 major breakthroughs, which resulted in a signiﬁ-
ant decline in its recurrence rate and the decrease in postoperative
ain and faster recovery. The ﬁrst was the introduction of tension-
ree open mesh repair by Lichtenstein et al.16 in 1989. The second
as the application of laparoscopic surgery in the treatment of
nguinal hernia during the early 1990s,17 which was ﬁrst reported
y Ger et al.18 The TAPP approach was chosen in this case as it lends
he opportunity to inspect the peritoneal cavity and better assess
he nature of the palpable mass in the right lower quadrant after
educing the RIH.
Despite their large size, myolipomas are cured by sur-
ical resection.15 This patients’ large lipomatous lesion was
afely dissected laparoscopically and bilateral TAPP repairs were
erformed.
. ConclusionThe laparoscopic TAPP approach to repair inguinal hernias
llows the surgeon to inspect the peritoneal cavity, and in this
ase it was possible to safely dissect and remove a large, lipo-
atous, retroperitoneal lesion laparoscopically. The lesion was
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pathologically deﬁned as a myolipoma. To the best of our knowl-
edge, there are no reports of local recurrence, metastatic disease,
or malignant transformation and the laparoscopic approach to
resect such a lesion has not been reported.
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